Contractor’s Certification of Insuring Liability
for
Workers’ Compensation In Virginia

Complete and file this form with each Virginia locality where you have applied for or are
renewing a business license. Do not attach any documents to this certificate.

Name of City, Town or County in Yirginia Issuing License:
{4 separaie certificate most be filed with £ach localivy in which you ubtsla & Licewse.}

Business License Number Issued by the locality named above:
Name of Contractor:

Contractor's Address:

Coniractor’s FEEN ox SSN:

Contractor’s Telephone Number: ( )

Lepal Status: (Check Dae) 1] Sote Proprietor |___I Partnership D Corporation |:| LLLC
Dﬂ'ﬂw ispecify) __

Method by which contractor’s liability for workers' compensation is insured:

I:l Tnsured by aw imsurnnce carrier licensed o do husimess [n Virglwia: (The Maryland Tojured Workers Food xod the West Virgiota
Fund art 0ot licenaed 4o wrlte WO coversge lo Vicginis.)

Muame of Carvicr:

Policy Numbser: Policy Effective Date:

D A member of a groap self-ipsured sssoelation licenaed to do hmizess i Virgltia:

Name of Self-lusured Group:

Member Nombers Effeetive Trate:

D Seif-Insured by the Virginly Workers* Compemsation Comnmission, Mrmber Number:

D Insnred uoder o master policy of & licensed Professlonal Employer Organtration. Nuae of PED: _

D Workeri* Compensation [nauranee & oot regulred.  State Reason:

Under penalty of lxw, the undersigned certifies hefshe i duly anthorized by the business license ppplicant to krecode this certiflcate. nnd
the bminss pamed above iy in sompliamce with BG5S 2-900 ei seq. of the Virginia Workers' Compensation Act, sud will remeio in
complizoce with the Iaw during the effective period of the husine license.

Signature of Applicant or Anthorized Agent:

Print Name of Applicant or Authorized Agent:

Date:

VW0, Form 61-A has eon propared and disiribaned by The Virginia Werkers Compensation Commission to lecil licenzing authorities for thelr



INSTRUCTIONS FOR COMPLETION OF VWC FORM 81A

CONTRACTOR’S CERTIFICATION

Itern 1 — To be completed by the official issuing the business license.

1.

Circle ons. City, Town or County.
Provide the name of locality issuing the ficense.
Provide business ficanse number including any prefix or suffix.

ftem 2 -7 - To be compieted by the contractor.

2.

The name of the contractor must be the same as the name insured on the workers'
compensation insurance policy.

Sole-propristors and partners should inchuide the name of the sole-propristar and af
partners as well as the trade name undor which the husiness operales.

Provide the complete address used to receive mail by the U.S. Postal Service.

Provide the federal identification number or sccial secunty manber.  This information showld
also match the information on the workers' compensation poficy.

Check or mark the legal slaius of the business.

Provide the complete name of the insurance COMpany ar seff-insured group thet insures the
workers’ compensation liability. If vou are a cfient of a licensed Profsssional Employer
Crganization (PEQ) and are insured under its master policy, provide the name of the PEO.
Do not use the name of an insurance agency.

If the name of the insuranice company is unknown, contact the agent for this information.

The carmplete policy number or seif-insured member number, including any prefix or suffix,
must be shown.

If a question arises regarding whether workers’ compenzaltion coverage is required, consuit
one or more of the foflowing resources: (1) the brochurs provided, (2) an insurance ageri,
(3} an altorney familiar with workers' compensation, or (4} the insurance Department at the
Workers’ Compensation Cormmission af (8014) 367-2075

Sign and print the name of the person signing the form.

Date the form and present it to the ficensing authority.

Note: The stale furds of West Virginia and Maryiand are nof authorized to write workers'
compensalion insdrance in Virginia.

|

DG NOT ATTACH ANY DOCUMENTS TO THE CONTRACTOR'S CERTIFICATE.

|
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